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First Report of AIDS 


Twenty years ago, on June 5, 1981, MMWR published a report of five cases of 
Pneumocystis carinii pneumonia (PCP) among previously healthy young men in Los 
Angeles (7). All of the men were described as “homosexuals”; two had died. Local 
clinicians and the Epidemic Intelligence Service (EIS) Officer stationed at the Los 
Angeles County Department of Public Health, prepared the report and submitted it 
for MMWA publication in early May 1981. Before publication, MMWA editorial staff 
sent the submission to CDC experts in parasitic and sexually transmitted diseases. 
The editorial note that accompanied the published report stated that the case histo- 
ries suggested a “cellular-immune dysfunction related to a common exposure” and 
a “disease acquired through sexual contact.” The report prompted additional case 
reports from New York City, San Francisco, and other cities. At about the same time, 
CDC's investigation drug unit, the sole distributor of pentamidine, the therapy for PCP, 
began to receive requests for the drug from physicians also to treat young men. In 
June 1981, CDC developed an investigative team to identify risk factors and to 
develop a case definition for national surveillance. Within 18 months, epidemiolo- 
gists conducted studies and prepared MMWA reports that identified all of the major 
risks factors for acquired immnodeficiency syndrome (AIDS). In March 1983, CDC 
issued recommendations for prevention of sexual, drug-related, and occupational 
transmission based on these early epidemiologic studies and before the cause of the 
new, unexplained illness was known 

MMWR has published more than 400 reports about human immunodeficiency 
virus (HIV) and AIDS and remains a primary source of information about the epide- 
miology, surveillance, prevention, care, and treatment of HIV and AIDS. This anniver 
sary issue provides new reports on the epidemiologic features and impact of HIV 
AIDS on communities in the United States and in other countries. A compilation of 
notable MMWR reports on HIV and AIDS is available at http://www.cdc.gov/mmwr 
hiv_aids20.html. A video that includes interviews with participants in these first AIDS 
investigations and reports and a video summary of each report in this issue is avail- 
able at http://www.cdc.gov/mmwr. 

Reference 
1. CDC. Pneumocystis pneumonia Los Angeles. MMWR 1981;30:250-2 
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HIV and AIDS — United States, 1981-2000 


The acquired immunodeficiency syndrome (AIDS) epidemic has had a substantial 
impact on the health and economy of many nations (7 ). Since the first AIDS cases were 
reported in the United States in June 1981, the number of cases and deaths among 
persons with AIDS increased rapidly during the 1980s followed by substantial declines in 
new cases and deaths in the late 1990s. This report describes the changes in the charac 
teristics of persons with AIDS since 1981. The greatest impact of the epidemic is among 
men who have sex with men (MSM) and among racial/ethnic minorities, with increases in 
the number of cases among women and of cases attributed to heterosexual transmis 
sion. The number of persons living with AIDS has increased as deaths have declined 
Controlling the epidemic requires sustained prevention programs in all of these affected 
communities, particularly programs targeting MSM, women, and injection drug users. 

CDC analyzed reported AIDS cases from 1981 through 2000 from the 50 states, 
District of Columbia, and U.S. territories. Proportions by sex, age, race/ethnicity, region 
and vital status (living or deceased) were computed over four time periods correspond 
ng to changes in the AIDS case definition and the introduction of effective combination 
antiretroviral therapy (Table 1). Trends in estimated AIDS diagnoses and deaths of per 
sons with AIDS were adjusted for reporting delays based on the number of cases 
reported to CDC through June 2000, and for anticipated reclassification of cases origi 
nally reported without human immunodeficiency virus (HIV) infection risk information 
Estimated AIDS prevalence was calculated as the cumulative incidence of AIDS minus 
cumulative deaths adjusted for reporting delays (2) 

As of December 31, 2000, 774,467 persons had been reported with AIDS in the 
United States; 448,060 of these had died; 3542 persons had unknown vital status. The 
number of persons living with AIDS (322,865) is the highest ever reported. Of these, 79 
were men, 61% were black or Hispanic, and 41% were infected through male-to-male 
sex. Of the AIDS cases, approximately one third were reported during 1981-1992, 1993 
1995, and 1996-2000 (Table 1) 

AIDS incidence increased rapidly through the 1980s, peaked in the early 1990s, and 
then declined (Figure 1). The peak of new diagnoses was associated with the expansion 
of the AIDS surveillance case definition in 1993 (2). As of 1996, sharp declines were 
reported in AIDS incidence and deaths. From 1998 through June 2000, AIDS incidence 
and deaths leveled off and AIDS prevalence continued to increase. Throughout the epi 
demic, approximately 85% of persons diagnosed with AIDS were aged 20-49 years 
(Table 1) 

In the early 1980s, most AIDS cases occurred among whites. However, cases among 
blacks increased steadily and by 1996, more cases occurred among blacks than any 
other racial/ethnic population. Cases among Hispanics, Asians/Pacific Islanders, and 
American Indians/Alaska Natives have increased also (Table 1) 

Male-to-male sex has been the most common mode of exposure among persons 
reported with AIDS (46%), followed by injection drug use (25%) and heterosexual con 
tact (11%). The incidence of AIDS increased rapidly in all three of these risk categories 
through the mid-1990s; however, since 1996, declines in new AIDS cases have been 
higher among MSM and injection drug users than among persons exposed through 
heterosexual contact (Figure 2). 
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TABLE 1. Number and percentage of persons with AIDS, by selected characteris- 
tics and period of report — United States, 1981-2000 





1981-1987 1988-1992 1993-1995 1996-2000 
Characteristic No (%) No (%) No (%) No (%) 
Sex 
Male 46,251 ( ; (87.5) 211,909 82.4) 204,730 (77.4) 
Female 4,029 8.C : (12.5) 45,353 (17.6) 59,672 (22.6) 
Age group (yrs) 
0-4 64 1.2 6° 1.4) 2,105 8) ,355 { 0.5) 
5-1 0.3) 650 0.3) 618 ( 0.2) 
13-1 ‘ (0.4) 381 ( 5) 722 ( 0.7) 
20-29 52° (20.9) 38,5 19.0) 43,445 9) 252 (13.7) 
2 y >) ) { 








30 ) 5,335 (45.2) 072 (43.1) 
40 ) 7,475 2) 8,032 (29.5) 
50-55 3,6 : 4,494 ) 9,153 4) 980 ( 9.1) 
60 1,413 2 .§ 5,230 3.1) 6,718 6) 373 ( 3.2) 
Race/Ethnicity 


White 


ian/Pacif 
islander 312 342 0.7) 92 0. 47 (0.8) 
American 
Alaska Native 58 0 437 2 87¢ 7 ( 0.4) 
Region’ 


Northeast 9,54 38.9) 52 3 18,000 (30.3) 3 (30.8) 


72 nn (97 


559 34.8 576 (38.8) 

g 5,586 21.6 57¢ 17.2) 

U.S. territories 52¢ 0) ] 3.9) 812 3.4 8 ( 3.3) 
Vital status 

Living 2,103 4.2 572 10.2) 96,998 37.7) 203,15 (76.9) 

Deceased 7,99: 95.5) 181,212 89.5) 159,048 (61.8 59,807 (22.6) 


Total® {( 6.5) 202,520 (26.2) 257,262 (33.2) 264,405 (34.1) 





* Persons of Hispanic origin may be of any race 

Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York 
Pennsylvania, Rhode Island, and Vermont; North Central=\\linois, Indiana, lowa, Kansas 
Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wiscon 
sin; South=Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, 
Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, 
Texas, Virginia, and West Virginia; West=Alaska, Arizona, California, Colorado, Hawaii, Idaho, 
Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming 

includes persons for whom sex, age, race/ethnicity, region, or vital status are missing 
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FIGURE 1. Estimated AIDS incidence*, deaths, and prevalence, by quarter-year of 
diagnosis/death — United States, 1981-2000 
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FIGURE 2. Number of AIDS cases among men who have sex with men (MSM), injection 
drug users (IDU), and persons exposed through heterosexual contact, by quarter-year 
of diagnosis — United States, 1981-2000 
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HIV and AIDS in the United States Continued 

Nearly all transmission of HIV through transfusion of blood or blood products 
occurred before screening of the blood supply for HIV antibody was initiated in 1985 (3). 
The number of persons reported with AIDS who were exposed through blood transfu- 
sions was 284 in 2000, down from a peak of 1098 in 1993. The number of perinatally 
acquired AIDS cases peaked in 1992 (901 cases), followed by a sharp decline through 
December 1999. In 1999, 144 cases of perinatally acquired AIDS were diagnosed. 
Surveillance Br, Div of HIV/AIDS Pre 

CDC 


vention, National Center for HIV, STD, and TB 


Editorial Note: AIDS in the United States remains primarily an epidemic affecting MSM 


and racial/ethnic minorities. A new generation of MSM has replaced those who benefitted 
from early prevention strategies, and minority MSM have emerged as the population 


most affected by HIV. Socioeconomic factors (e.g., homophobia, high rates of poverty 


and unemployment, and lack of access to health care) are associated with high rates of 
HIV risk behaviors among minority MSM and are barriers to accessing HIV testing, 
diagnosis, and treatment (4 ). Minority MSM may not identify themselves as homosexual 
or bisexual because of the stigma attached to these activities and may be difficult to 
reach with HIV prevention messages. In addition, the proportion of AIDS cases attributed 
to heterosexual contact and among women is substantially greater than earlier in the 


epidemi 


Several public health successes have been achieved during the AIDS epidemic 


isease-monitoring systems were established following the first reports in 1981 (5). 
ta from these systems helped determine how AIDS was transmitted and provided a 
basis for the Public Health Service (PHS) to make prevention recommendations. The 
ncensurfe ( 


U 


t) 


Va 


f a blood test to screen the nation’s blood supply and donor and self-deferral 
measures dramatically reduced the incidence of transfusion-associated HIV infections 
(6). Less than one in 450,000-660,000 screened blood donations are estimated to be 
contaminated with HIV (7) 

In 1985, the first federal resources dedicated to HIV prevention were made available 

ll state and local health departments nationwide. In 1987, a national effort to educate 
the public about HIV and AIDS was launched and CDC created a comprehensive AIDS 
information resource, the CDC National AIDS Hotline and National AIDS Information 
Clearinghouse. Comprehensive school-based HIV education to inform and educate young 
persons began in 1987, and funding for national, regional, and community-based organi 
zations began in 1988 

The first research on effective behavior interventions to reduce transmission of HIV 
among sex partners and injection drug users began in the early 1980s. Behavior inter 
ventions, including school-based programs, peer-to-peer interventions, strategies that 
limit needle sharing, strategies that use parent-to-child communication, client-centered 
counseling, and personalized risk-reduction strategies, are effective in promoting healthy 
behaviors that are protective for HIV (8) 

PHS released guidelines in 1994 and 1995 for routinely counseling and voluntarily 
testing pregnant women for HIV and for offering zidovudine to infected women and their 
infants (9). Since this intervention, mother-to-child HIV transmission rates have de 
creased dramatically. During 1985-1999, AIDS cases among children declined 81%. 

As a result of these and other HIV prevention efforts and increases in societal aware 
ness of and response to the AIDS epidemic, new infections in the United States, which 


had risen rapidly to a peak of 150,000 per year in the mid-1980s, declined to an estimated 
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ted States 
40,000 per year since 1992. With the advent of highly active antiretroviral therapy in the 
nid-1990s, the number of new AIDS cases and deaths declined dramatically and then 


stabilized in the United States and several other 
Despite the decline in HIV-related disease and death in the United States, major gaps 
The development of an HIV vaccine 


ndustrialized nations 


the tools needed to address HIV preventior 
Development of a microbicide that is safe and 


ntercourse may be key to control 


et 


portant to control the global epidemi 
ctive in reducing HIV transmission through sexua 
the epidemic among women. New behavior interventions, particularly targeting 


nority MSM, are needed 
and social barriers h often Kept the most effective prevention 
In addition, HIV-related 
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Political, financial 
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ind treatment 
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re early diagnosis and ensuring sustained a 
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The Global HIV and AIDS Epidemic, 2001 


Human immunodeficiency virus (HIV) infection and acquired immunodeficiency syn 
drome (AIDS) are pandemic and pose one of the greatest challenges to global public 
health. As a bloodborne and sexually transmitted infection, HIV has variable patterns of 
transmission and impact among world regions and has disproportionately affected dis 


advantaged or marginalized persons such as commercial sex workers, injection drug 
users, men who have sex with men (MSM), and persons living in poverty. HIV infection 
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and AIDS Epidemic 


has caused approximately 20 million deaths; an estimated 36 million persons are 
nfected (Figure 1). On the basis of data from the Joint United Nations Program on AIDS 
(UNAIDS) and other sources, this report summarizes epidemiologic trends, highlights 


several HIV and AIDS prevention milestones, and describes some prevention activities 
for the coming decade ( 7-4 ) 


Sub-Saharan Africa (SSA) 


SSA* is the region of the world most severely affected by HIV and AIDS. Uganda, 
Kenya, and Tanzania were among the countries where the HIV epidemic was first recog 
nized during the early 1980s. In 2000, an estimated 25.3 million persons in SSA were 
nfected with HIV, and the average national prevalence of HIV infection among persons 
aged 15-49 years was 8.8%. Approximately four million new infections occurred during 
2000. Approximately 10% of persons aged 15-49 years are infected in 16 countries, 
including seven in southern and eastern Africa, where approximately 20% are infected. 
in Botswana, the country with the highest prevalence, 36% of the adult population is 
infected with HIV (Figure 2) 

Despite these trends, intensive and aggressive prevention programs for behavior 
change, condom promotion, voluntary HIV counseling and testing, and blood transfusion 
safety have lowered prevalence or slowed HIV transmission in several SSA countries. 
For example, in Uganda during 1990-2000, overall adult HIV prevalence declined from 


Cameroon, Cape Verde, Central African 
Republic of Congo, Djibouti, Eritrea, Ethiopia, 
Guinea-Bissau, Kenya, Lesotho, Liberia 
Nigeria, Rwanda, Senegal, Sierra 
Tome-Principe, Uganda, Zambia, and 


FIGURE 1. Number* of adults and children estimated to be infected with HIV and AIDS 
— worldwide, 2000 
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FIGURE 2. Estimated number of new HIV infections, by region and year — worldwide, 
1980-1999 
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Source: Jointed United Nations Program on AIDS 


14% to 8 In Masaka, Uganda, HIV prevalence among females aged 20-24 years 
decreased from 20.9% during 1989-1990 to 13.8% during 1996-1997 (5). Also, in Lusaka 
Zambia, which had an early and severe epidemic, HIV prevalence declined among 
females aged 15-19 years attending prenatal clinics from 27% in 1993 to 17% in 1998. In 
West Africa, Senegal has maintained a prevalence of approximately 2%; prevention 
efforts have included regulating commercial sex, intensive condom promotion, treat 
ment of sexually transmitted diseases (STDs), and community mobilization 
Asia 

The epidemic continues to spread in the world’s most populous areas, where the 
infrastructure for an effective response is underdeveloped. In China, HIV prevalence was 
as high as 82% among injection drug users and 6% in commercial sex workers during 
1998-1999. A sustained increase also occurred in all reported STDs among males and 
females during 1989-1998. In India, the estimated HIV infection rate among persons 
aged 15-49 years is 0.7%. As of mid-1998, an estimated 3.5 million persons were 
infected with HIV. An exception to countries with increasing prevalence is Thailand, 
where the epidemic began in the mid-1980s among injection drug users and commercial 
sex workers and their clients and spread rapidly to the wider population through hetero 
sexual transmission. In response, health officials developed HIV and AIDS surveillance 
systems and mounted a sustained and effective response, including the “100% condom 
use” campaign for commercial sex. The resulting decline in STD and HIV transmission 
was reflected in a decrease in STD rates and HIV prevalence in military recruits and 
women attending prenatal clinics. 
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Global HIV and AIDS Epidemic Continued 
Eastern Europe and Central Asia 


Eastern Europe has had recent and rapid growth of HIV infection among injection 
drug users. By January 1999, approximately 10,000 HIV cases had been reported in the 
Russian Federation. By December 2000, the cumulative total increased to 70,000, and 
HIV infection among injection drug users was reported from 82 of the 89 regions in the 
Russian Federation. Ukraine was the country most affected in Eastern Europe and 
Central Asia, where newly reported infections increased from 47 cases per year during 
1992-1994 to approximately 15,000 cases in 1997. Ukraine accounted for 90% of all 
AIDS cases reported in the region in 1998 and 1999. HIV probably will spread further in 
the region as a result of the large number of injection drug users, increasing rates of 
STDs, the growing commercial sex industry, and socioeconomic transitions. 


United States and Western Europe 

In Western Europe and the United States, deaths attributed to HIV have declined 
substantially since the introduction of highly active antiretroviral therapies. However, 
reported increases in STDs among MSM and other indicators of increased risk-taking 
behavior may be leading to an increase in HIV transmission 


Latin America and the Caribbean 

In Latin America and the Caribbean, the leading modes of transmission include sex 
between men, sex between men and women, and injection drug use. By December 2000, 
an estimated 1.4 million adults and children were infected with HIV/AIDS in the region 
compared with 1.3 million in 1999. Barbados, Belize, Dominican Republic, Guyana, Haiti, 
and Suriname have an HIV prevalence of approximately 1%. The Caribbean, with an 


adult prevalence of 2.1%, is the second most affected world region. In Brazil, reported 
HIV-related deaths have declined from approximately 25 per 100,000 in 1995 to approxi- 
mately 15 per 100,000 in 1999, in large part because of the government policy of provid- 
ing universal, free access to antiretroviral therapies (6) 


2D 


Reported by: Global AIDS Program, National Center for HIV, STD, and TB Prevention, CDC 
Editorial Note: HIV and AIDS is the leading cause of death in Africa and the fourth 
leading cause of death worldwide. In the countries most affected in Africa, life expectancy 
has declined by 10 years and infant death rates have doubled. In countries with the 
highest prevalence, such as Botswana, South Africa, and Zimbabwe, the full impact of 
the epidemic has not been felt because those infected recently have not developed 
symptoms. Equally important is the effect of HIV deaths on families, social systems, and 
national growth and development. Young adults who contribute substantially to countries’ 
gross domestic product are most commonly affected. In families, loss of one or both 
parents to HIV can lead to loss of income, cessation of children’s education, increased 
child labor, and disruption of family and social support systems. For example, in Zambia 
a shortage of school teachers has occurred because more teachers are dying of AIDS 
than can be trained to replace them 

Considerable heterogeneity of rates exist in HIV-infected countries throughout the 
world, and the differences have been attributed to risk factors associated with the spread 
of HIV and AIDS. They include migration, economic instability, drug use, STDs, low levels 
of literacy, and poverty. These are formidable challenges to implementing effective pre- 
vention programs (4 ). Although the earliest epidemiologic studies described the modes 
of transmission of HIV and AIDS and provided insights into the types of interventions 
needed to prevent transmission, this understanding has been difficult to translate into 
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The increase in HIV infection and AIDS deaths has led to increases in aid from govern 
ments and national and international organizations and foundations. Since 1999, the U.S 
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government increased its financial support to HIV/AIDS prevention and care programs in 
affected countries. For fiscal year 2001, this totaled $457.5 million. Participating agencies 
include the U.S. Agency for International Development, the U.S. Department of Health 
and Human Services (including CDC, and the Health Resources and Services Adminis 
tration), the Department of Defense, the Department of Labor, and the Department of 
Commerce. The National Institutes of Health recently launched the Comprehensive 
International Program for Research on AIDS (CIPRA) to assist developing countries with 
research agendas relevant to their populations and to enhance infrastructure. CDC 
established the Global AIDS Program (GAP) to implement international HIV prevention 
efforts in collaboration with other federal agencies. The program emphasizes sustaining 
intervention programs for primary prevention of HIV infection, infrastructure develop 
ment and laboratory support, and home- and community-based care for persons with 
HIV infection. CDC is supporting these activities in 24 countries in partnership with other 
U.S. agencies, national ministries of health, UNAIDS, and other international agencies. 
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HIV Incidence Among Young Men Who Have Sex With Men — 
Seven U.S. Cities, 1994-2000 


Twenty years after the first report on human immunodeficiency virus (HIV) infection 
in the United States, studies of sexually transmitted diseases (STDs) and sexual behav 
Irs suggest a resurgent HIV epidemic among men who have sex with men (MSM) ( 7,2) 


However, few recent studies have measured HIV incidence in this population (3-7). To 
determine HIV incidence among young MSM, CDC analyzed data from the Young Men's 
Survey (YMS), a study that found a high prevalence of HIV and associated risks among 
MSM aged 15-22 years sampled in seven U.S. cities (8). This report confirms high HIV 


ncidence among these young men 

YMS Phase | was a cross-sectional, multisite, venue-based sample survey of men 
aged 15-22 years who attended public venues where young MSM congregate (e.g 
irban shopping blocks, dance clubs, bars, and young gay organizations) (8). During the 
survey start-up in each city, formative research was conducted to identify all venues 
frequented by young MSM, and the days and times when young men frequented these 
venues. A three-stage sampling plan was used to randomly select venues from the 
sampling frame of venues and then to randomly select times. Sampled venues and times 
were then scheduled for the third stage of sampling in which young men were sampled 
at 194 venues in Baltimore, Maryland; Dallas, Texas; Los Angeles, California; Miami, 
Florida; New York, New York; San Francisco, California; and Seattle, Washington. Eligible 
men (i.e., local residents aged 15-22 years) were recruited for the survey. Participants 
were asked about their risk behaviors and demographics, and counseled about and 
tested for HIV; blood specimens were tested anonymously for HIV. Participants were 
scheduled to return in 2 weeks for test results, posttest counseling, and service referrals 
Duplicate enrollees were removed from the database by various screening methods 
ncluding the Miragen Assay, which profiles antibodies. Because no association was 
found between frequency of venue attendance and HIV prevalence, the data were not 
weighted according to venue attendance 

An enzyme immunoassay was used to screen blood specimens for HIV antibody 
Repeatedly reactive specimens were confirmed by Western blot or indirect immunofluo 
rescence. To estimate HIV incidence, a serologic testing algorithm was used to determine 
recent HIV seroconversion (STARHS) (9). HIV-positive specimens were tested with a 
sensitive HIV-1 whole viral lysate EIA (3A11) (Abbott, Abbott Park, Illinois) that detects 
infection approximately 30 days after transmission. Specimens that were 3A11 
reactive were retested using the 3A11-LS (less-sensitive), which detects HIV infection 
approximately 140 days after the 3A11 (95% confidence interval [CI]=125—-156 days). A 
specimen that was 3A11-reactive but 3A11-LS-nonreactive was categorized as a recent 
nfection. Incidence was calculated using the number of persons with recent infections as 
the numerator and the number of persons with recent infections plus the number of 
persons who were HIV-negative as the denominator. Incidence estimates were adjusted 
for HIV-positive specimens that were not tested by STARHS. Incidence was annualized to 
units of percent per year. All data were analyzed using SAS version 6.12 

In the seven cities, 3492 young MSM enrolled (range for the seven cities: 357-702 
MSM) (8). The enrollment rate was 62% (range: 51%-75%). The prevalence of HIV 
infection was 7.2% (range: 2.2%-12.1%), increased with age, and was higher among 
blacks, Hispanics, and men of mixed race than among whites or Asians/Pacific Islanders 
(Figure 1). These findings and the high prevalence of unprotected anal sex during the 
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HIV Among Young Men Who Have Sex With Men Continued 


FIGURE 1. HIV prevalence among men aged 15-22 years who have sex with men, by 
race/ethnicity and age group — seven U.S. cities,* 1994-1998 
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preceding 6 months (41%; range: 33%-49%) suggested that HIV incidence was high 
among these young men 

Of the 3449 young MSM tested, 249 were HIV-positive. Of the 249 HIV-positive speci 
mens, 224 were tested by STARHS; 29 met the criteria for recent infection (Table 1). HIV 
incidence was 2.6% overall, 3.5% among persons aged 20-22 years, 4.0% among blacks, 
and 5.4% among men of mixed race. Of the 29 persons with recent infections, 14 were 
from New York City. HIV incidence was similar among homosexual and bisexual men. 
Recent risk behaviors associated with high HIV incidence were having >5 male sex 
partners during the preceding 6 months, having unprotected anal sex with men, or hav 
ing injected drugs 

During 1998-2000, YMS Phase II was conducted to sample MSM aged 23-29 years in 
six of the seven cities (excluding San Francisco). Data are preliminary. Of the 2942 young 
MSM, 1409 (48%) were white, 651 (22%) were Hispanic, and 497 (17%) were black. Of 
these, 373 (13%) were HIV-positive; HIV prevalence was 7% among whites, 14% among 
Hispanics, and 32% among blacks. Of the 373 HIV-positive specimens, 290 were STARHS 
tested; 38 were recent infections. Overall incidence was 4.4% (95% Cl=2.9%-6.7%); HIV 
incidence was 2.5% among whites (95% Cl=1.4%-4.6%), 3.5% among Hispanics (95% 
Cl=1.4%-8.6%), and 14.7% among blacks (95% Cl=7.9%-27.1%). 
Reported by: W McFarland, MD, MH Katz, MD, San Francisco Dept of Public Health, San 
Francisco; SR Stoyanoff, MPH, Los Angeles County Dept of Health Svcs, Los Angeles, Califor 
nia. DA Shehan, Univ of Texas Southwestern Medical Center at Dallas, Dallas, Texas. M LaLota 
MPH, Florida Dept of Health. DD Celentano, ScD, Johns Hopkins Univ School of Hygiene and 
Public Health, Baltimore, Maryland. BA Koblin, PhD, New York Blood Center, LV Torian, PhD 
New York City Dept of Health, New York, New York. H Thiede, DVM, Public Health-Seattle and 
King County, Seattle, Washington. Clinical Biochemistry Br, Div of Environmental Health Labo 
ratory Sciences, National Center for Environmental Health; Prevention Svcs Research Br, 
Statistics and Data Management Br, Office of the Director, Div of HIV/AIDS Prevention 
Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention, CDC. 
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TABLE 1. HIV prevalence* and incidence’ among men aged 15-22 years who have 
sex with men — seven cities’, United States, 1994-1998 





HIV No. with HIV 
prevalence recent HIV incidence 


Characteristic % infection % per year 





Age group (yrs 


Race/Ethnicity 


Sexual identity 


Sex partners during 
preceding 6 months 


AA 


No. male partners during 
preceding 6 months 


Reported risk behaviors 
during preceding 6 months 


Total 
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Among Young Men Who Have Sex With Men Continue 


Editorial Note: The findings in this report document a high incidence of HIV among a 
sample of young MSM, particularly blacks in their 20s. The overall incidence was 
comparable to that reported in recent studies of adult MSM (3-7 ). In the 20th year of the 
HIV epidemic, young MSM in these cities continue to be at high risk for HIV infection. 
his is the first published report using STARHS to provide incidence estimates in 
yMmunity-recruited sample surveys. In this study, HIV incidence was high among MSM 
in their 20s and young racial/ethnic minority MSM, especially blacks. Because there were 
no earlier incidence studies of MSM aged 15-22 years, it is unknown whether HIV trans- 
mission among very young MSM is increasing. However, the preliminary high incidence 
jata among MSM aged 23-29 years in YMS Phase Il, in conjunction with other recent 
findings on STDs and sexual behaviors (17,2), are of concern and may suggest a resur 
gent MSM epidemic among young MSM in the late 1990s 
The findings in this report are subject to at least three limitations. First, although 
iment rates were high, sampling was conducted through outreach at venues, and it 
ot known whether young men 


with recent high-risk behaviors were more likely to 
| Secon 


d, young men were sampled only at randomly selected venues, and inci 
jence may have been lower if young MSM who did not go to venues or did not live in 
ties had been sampled. Third, data for YMS Phase II are preliminary, particularly 
pecause not ali specimens were STARHS-teste 
You 


d and the final results may change slightly. 


ing MSM need to be targeted with early and sustained prevention efforts specifi 


o their needs. in arecer 


it health bulletin sent to HIV prevention providers, 
cal areas to assess their current situation and services and, if neces 

new prevention messages, improve the quality of STD clinicai services for 
expand prevention and outreach for HIV-positive MSM, and address the factors 
ntributing to high incidence such as the impact of racism and homophobia 

The high HIV incidence « 


{ 


lescribed inthis report calls fora vigorous 


munity response to prevent HIV 


jetect early HIV-1 
yn purposes. JAMA 





June 1, 2001 


Notice to Readers 


The 20th Year of AIDS: 
A Time to Re-Energize Prevention 


eported in 


yn Geatns 


is the third Gecade strategic pian designed to 
fu r his three part p 


nfections by hal lan includes: 1) intens 
rts to help all infected persons learn their HIV status; 2) establishing new pre 
ograms to help HIV-infected persons establish and maintain safer behaviors 
ombined with improved linkages to treatment and care; and 3) expanding highly 
targeted prevention programs to reach all HiV-negative persons at greatest risk 
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otice to Readers Continued 


Additional information about 


the HIV strategic plan is available at http 


www.cdc.gov 
nchstp/od/news/prevention.pdf 


HIV prevention programs contribute to healthier behaviors and reduce the number of 


new HIV infections in the United States. An expanded and sustained commitment to 


prevention on a global, national, community, and personal level is required to further 
reduce the number of new infections and of persons living with HIV. 


M, Weverling G-J, Coutinho RA. Sexual risk 
nological improvements durir 


1g highly active 
AIDS 2001;15:369-78 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending May 26, 2001, with historical data 


CASES CURRENT 
4 WEEKS 


INCREASE 

Hepatitis A 432 
Hepatitis B 356 
A, Non-B 56 


35 


Ratio (Log Scale)" 


Beyond Historical Limits 


4-week totals (from previous, comparable, and 
sars). The point where the hatched area begins 


ations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending May 26, 2001 (21st Week) 





Cum. 2001 Cum. 2001 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 


weeks ending May 26, 2001, and May 27, 2000 (21st Week) 





Reporting Area 


AIDS 


Chlamydia 


Cryptosporidiosis 


Escherichia coli 0157:H7* 





NETSS 


PHLUS 








Cum 


Cum 





Cum 


2000 


Cum 
2001 





Cum 


Cum 
2001 2000 





Cum 


2001 


Cum 





Cum Cum 


2001 





2001' 


2000 


2000 


2000 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 26, 2001, and May 27, 2000 (21st Week) 





Hepatitis C; 
Gonorrhea Non-A, Non-B 


Cum Cum Cum 
Reporting Area 2001 


Lyme 
Legionellosis Listeriosis Disease 
Cum Cum. | Cum Cum Cum Cum 
2000 2001 2000 2001 2000 2001 2001 2000 


5,841 268 143 325 2,189 


























19 
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(Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 26, 2001, and May 27, 2000 (21st Week) 
T 


Saimonellosis* 


TABLE Il 








Reporting Area 


Malana 


Rabies, Animal 


NETSS 





Cum 
2001 





Cum 
2000 





Cum 
2001 


Cum 
2000 





Cum 


2001 


| 


Cum 
2000 





Cum 


2001 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending May 26, 2001, and May 27, 2000 (21st Week) 


Shigeliosis* 





Reporting Area 





NETSS 


PHLIS 


(Primary & Secondary) 


Syphilis 


Tuberculosis 








Cum 


Cum 





Cum 
2001 


| 


Cum 


2000 





Cum 
2001 


| 


Cum 
2000 





| Cum 
2000 





2001 


2000 


564 


015 


44 
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TABLE lil. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending May 26, 2001, 
and May 27, 2000 (21st Week) 





Reporting Area 


H_ influenzae 
Invasive 


Hepatitis (Viral), By Type 


Measles (Rubeola) 





A 


B 


indigenous 


imported* 


Total 








Cum 
2000 


Cum 


2001 





2001 


Cum 


2000 





Cum 


2001 


2000 





Cum 


2001 2001 





Cum 
2001 





Cum 


2000 


Cum 
2001 





2001 
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TABLE Ill. (Cont’d) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending May 26, 2001, 
and May 27, 2000 (21st Week) 





Meningococcal 

Disease Mumps Pertussis Rubella 
Cum | Cum Cum | Cum Cum Cum 

Reporting Area 2001 200 ‘1 1 2000 2001 2001 2000 | 


69 64 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
May 26, 2001 (21st Week) 


All Causes, By Age (Years Pal All Causes, By Age (Years Pal 


. Total _ . Total 
Reporting Area _ } ra |45-64 |e | 1-24 | <1 Reporting Area Aa | 65 ks sa es a 24 E e 
ges Ages 
i 


: i 
* 
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